Background: Anxiety is common, with significant morbidity, but little is known about presentations and recording of anxiety diagnoses and symptoms in primary care. This study aimed to determine trends in incidence and sociodemographic variation in General Practitioner (GP) recorded diagnoses of anxiety, mixed anxiety/depression, panic and anxiety symptoms.
Introduction
Anxiety disorders are very common in the community and yet there has been relatively little research focusing on them in comparison to other disorders, such as depression. Lifetime community prevalence rates of anxiety disorders reach between 16.6% and 28.8% [1, 2] worldwide, whilst in the Adult Psychiatric Morbidity Survey in England 2007 the two-week community prevalence was 9% for mixed anxiety and depression, 4.4% for Generalised Anxiety Disorder (GAD) and 1.1% for Panic Disorder [3] . In an international study in primary care populations, 5-10% of attenders screened using the Patient Health Questionnaire (PHQ) in general practice had an 'other anxiety syndrome' and a further 6-9% had 'panic syndrome' [4] . Anxiety disorders are associated with significant morbidity including distress, reduced quality of life and functional impairment [5, 6] . They are associated with significantly increased health care utilization [5] and increased costs, estimated at $42 billion dollars in direct and indirect costs in USA in the 1990s [7] and estimated at £14.2 billion in England in 2007, mostly through lost employment [8] .
Very few studies have determined the incidence of anxiety disorders and anxiety symptoms, or explored trends in incidence over time. A systematic review of incidence and prevalence studies of anxiety disorders found an insufficient number of incidence studies available for inclusion to perform a meta-analysis, and concluded that further knowledge is required about the onset of anxiety disorders and in particular any social variables that may mediate the expression of these disorders [2] . More recent community survey data from the United States found an incidence of first ever episode of anxiety disorder of 1.58/100 person years, with increased incidence crudely associated with female gender, younger age and low income [9] .
A number of studies have reported an under-detection of psychological disorders in general by General Practitioners (GPs) [6, [9] [10] [11] . One study based on GP recorded anxiety diagnoses in 2002-4 found a prevalence of 7.2% for all recorded anxiety disorders and symptoms combined [12] , suggesting an underdetection or under-recording of anxiety in comparison to populations screened in GP waiting-rooms [4] . Previous work on depression has shown that in the last decade GPs have increasingly used symptoms rather than diagnostic labels to categorise their patients' illnesses in their records [13] . We do not currently understand how GPs choose to define people presenting with anxiety symptoms and disorders, or how this may vary by socio-demographic characteristics and over time. Socio demographic factors such as gender and deprivation have been shown to have an effect on the incidence of other mental health disorders such as depression but much less is known about anxiety. The aim of this study was to describe socio-demographic trends in the recording of diagnoses and symptoms relating to anxiety, panic disorder and mixed anxiety and depression in primary care during the period 1998-2008.
Methods

Ethics Statement
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Study Population & Setting
We used data from all adults aged 16 years and over registered with 361 general practices in the United Kingdom (UK) providing data to 'The Health Improvement Network' (THIN) during the period Jan 1998-Mar 2008. All participants had a minimum of one year follow-up data that met pre-defined quality standards.
Data Source
The Health Improvement Network (THIN) database is a widely used primary care clinical longitudinal database with over 20 years of data on more than 6 million patients (http://csdmruk.cegedim. com/). Practices contributing to THIN are broadly representative of UK general practices in terms of patients' age and sex, practice size and geographical distribution. GPs enter medical diagnoses and symptoms as Read codes, a hierarchical coding system used to record clinical information. This coding system maps onto ICD-10 codes including F40-F41 (from the Neurotic, stress-related and somatoform chapter) and in addition has a range of other possible codes which can be selected including terms such as 'anxiety states' and symptoms such as 'anxiousness'. Procedures, prescriptions, health promotion activity and referrals to secondary care are also recorded. Recording of consultations and prescriptions is comparable to national consultation and prescription statistics [14] . Disease rates have been calculated from the data and compared to externally generated rates in validation studies [15] .
Measurements
Read code lists were compiled and used to identify GP recording of i) diagnoses of anxiety diagnoses (eg. chronic anxiety, generalised anxiety disorder, anxiety state), ii) anxiety symptoms (e.g. 'anxiousness'), iii) mixed anxiety and depression, iv) panic attacks and v) panic disorder. Codes for phobias, Obsessive Compulsive Disorder and Post Traumatic Stress Disorder were not included.
A new episode was defined as an entry in the records with no previous entry of that problem recorded in the previous year. Participants could have more than one new episode within the study follow-up period, providing there was 12 months between episodes. We excluded data from the first 12 months following new registration with a THIN practice, as this may be retrospective recording of a past history rather than a true incident recording of a new episode of anxiety or panic [16] . Age was categorised into five age bands (16-24; 25-44; 45-64; 65-74; 75 and above). Deprivation was examined using quintiles of Townsend score using linkage to population census data for 2001 [17] , and is a combined measure of owner-occupation, car ownership, overcrowding and unemployment [18] based on patient postcodes for approximately 150 households in that postal area.
For this study, data was only included for each participant where the practice had met pre-defined standards for acceptable data recording, including consistent recording of at least one medical record (e.g. a diagnostic entry), one additional health data record (e.g. a measurement or blood test result) and at least two prescriptions on average for the practice per patient per year and consistent reporting of mortality.
Statistical Analysis
Analysis was conducted using Stata version 11. We calculated annual incidence rates by dividing the annual number of incident cases by the total person years at risk (PYAR) for each year. We determined uni-variable associations between year of diagnosis (1998 to 2008), gender, age group and quintiles of deprivation score, with incidence of recorded anxiety diagnosis, anxiety symptoms, mixed anxiety and depression and panic disorder/ attacks. We conducted multi-variable Poisson regression to investigate the adjusted associations between incidences of each anxiety sub-group with year of diagnosis, gender, age group and deprivation, using robust standard errors to account for clustering within practices. The significance of variables in the Poisson regression modelling was assessed using Wald tests. We examined for interactions between age, gender, deprivation and period. There were statistically significant interactions between age and gender and age and deprivation. However, the sizes of these differences were relatively small, varied between anxiety subgroups and were not clinically meaningful. We have presented the main results un-stratified, and the stratified incidence rate ratios by age-group, gender and deprivation are available in Table S1 .
Results
Sample Characteristics
There were 3. 
GP Labelling of Anxiety and Panic in Health Care Records
The most frequently used Read codes for each category are given in Table 1 . These were dominated by the use of certain codes, for example: 'Anxiety state' or 'Anxiety state NOS' was used in 110,661/123,415 (90%) of anxiety diagnoses episodes, 'anxiousness' or 'anxiousness-symptom' was used in 106,482/ 109,672 (97%) of anxiety symptom episodes, 'anxiety with depression' was used in 71,342/74,855 (95%) mixed anxiety and depression episodes. Codes for some specific ICD-10 categories were much less commonly used, for example 'Generalised Anxiety Disorder' was only documented in 6,816/123,415 (6%) of anxiety diagnoses) and 'Mixed Anxiety and Depressive Disorder' in 3,177/ 74,855 (4%) of those with mixed anxiety and depression codes).
Trends Over Time
The combined incidence of anxiety diagnoses, symptoms, mixed anxiety and depression and panic fell slightly over time from 16/ 1000 Person Years at Risk (PYAR) in 1998 to 13/1000PYAR in 2008. Within this, time trends for anxiety sub-groups varied, with a reducing trend for anxiety diagnoses, mixed anxiety and depression and panic disorder, a rising trend for anxiety symptoms, and a more stable incidence of panic attacks over time ( Figure 1 ).
Incidence of Recorded Anxiety Diagnoses
The overall GP recorded incidence of anxiety diagnoses in the study period 1998-2008 was 5.7/1000PYAR (95%CI 5.7 to 5.8). The recorded incidence fell by a third from 7.9/1000PYAR (95%CI 7.7 to 8.1) in 1998 to 4.9/1000PYAR (95%CI 4.7 to 5.0) in 2008. (Table 2 and Figure 1 ) After adjustment for gender, age, deprivation and for clustering by general practice, the incidence rate ratio (IRR) was 0.64 (95%CI 0.56 to 0.73) when comparing 2008 to 1998. Recorded incidence in women was almost twice that of men and was highest in the middle aged to retirement group (Aged 45-64 years Adjusted IRR 1.73, in comparison to 16-24 years age group), falling again in older age groups. Recorded incidence of anxiety diagnoses also rose significantly with increasing deprivation (Adjusted IRR 1.65 in the most deprived compared to the least deprived groups).
Incidence of Recorded Anxiety Symptoms
The overall GP recorded incidence of anxiety symptoms in the study period was 5.1/1000PYAR (95%CI 5.07 to 5.13) ( Table 3) . The recorded incidence rose significantly by 50% over the decade, from 3.9/1000PYAR in 1998 to 5.8/1000PYAR in 2008 (Table 3 and Figure 1 ). Incidence in women was twice that of men and was highest in the middle aged to retirement group (45 to 64 years Adjusted IRR 1.70 compared to 16-24 years). Recorded incidence of anxiety symptoms also rose with increasing deprivation (Adjusted IRR 1.69 in the most deprived compared to the least deprived groups).
Incidence of Mixed Anxiety and Depression
The incidence of recorded episodes of mixed anxiety and depression was 3.5/1000PYAR (95%CI 3.45 to 3.50) overall (Table 4) . This recorded incidence nearly halved over the decade from 4.0/1000PYAR in 1998 to 2.2/1000PYAR in 2008. The incidence rate in women was twice that of men and was highest in both the 25-44 year (Adjusted IRR 1.80) and 45-64 year (Adjusted IRR 1.78) age groups and lowest in those over 75 years of age (Adjusted IRR 0.88) when compared with young adults aged 16-24years. Recorded incidence also rose with increasing deprivation, with those in the most deprived areas having almost twice the incidence rate of those in the least deprived areas.
Incidence of Panic Attacks and Panic Disorder
The overall incidence of recorded episodes of panic attacks was 1.9/1000PYAR (95%CI 1.9 to 2.0) and panic disorder was 0.7/ 1000PYAR (95%CI 0.7 to 0.7) (Tables 5 and 6 ). The recorded incidence of panic attacks was stable over time, but the incidence of panic disorder reduced over time from 0.9/1000PYAR in 1998 to 0.5/1000PYAR in 2008. Both panic attacks and panic disorder episodes were more than twice as common in women compared to men and their incidence fell with increasing age, with those over 75 years having nearly half the recorded incidence of young people aged 16-24 years. Incidence of both panic attacks and panic also rose with increasing deprivation, with those in the most deprived areas having nearly twice the incidence rates of those in the least deprived areas.
Discussion
Key Findings
There was a trend showing a reduced incidence of anxiety diagnoses, panic disorder and mixed anxiety and depression being recorded in patient records, alongside a corresponding increase in the recorded incidence of anxiety symptoms over the decade 1998-2008. The incidence of panic attacks has been more stable over time. The recorded incidence of all five sub-groups of anxiety was approximately twice as high in women as men. For anxiety diagnoses, anxiety symptoms and mixed anxiety and depression the recorded incidence was highest in the middle aged to pre/early retirement group (45-64years). Panic disorder and panic attacks, however, were more commonly recorded in younger people (25-44years) and the incidence fell in later life (those aged 65 years or more). The recorded incidence of all sub-types (including panic) was increased in those living in more deprived areas.
These findings may be explained by changes in GPs' recording behaviour, with an increased preference for recording symptoms over anxiety diagnoses in more recent years, rather than a true decrease in the incidence of anxiety diagnoses, panic disorder and mixed anxiety and depression. Over the past decade there has been increasing debate about the meaning of psychiatric disease categories, in particular for those with milder presentations common in primary care [19] . This may have influenced GPs and led to an increased reluctance to use more distinct diagnostic labels to record people's distress over time. The GPs in our study demonstrated a preference for broader diagnostic labels such as 'anxiety states', in comparison to more specific ICD-10 diagnoses, such as Generalised Anxiety Disorder or Mixed Anxiety and Depressive Disorder. This may reflect uncertainties or lack of training in the criteria needed for these diagnoses, beliefs that the distinctions are not meaningful in primary care practice or will not impact on the management plan, or reluctance to use formal psychiatric diagnoses in patients' records which may be perceived as stigmatising for patients.
Comparison with Other Studies
There have been few previous epidemiological studies on anxiety disorders in primary care settings, in particular studies of incidence, with which to compare this work. Our study reports on GP recording of anxiety over a ten year period and, in order to be included, people would have needed to both seek help for their anxiety or consult with another problem, and to have their anxiety symptoms identified and considered sufficiently important for the GP to record them in their electronic health record. One other UK study has reported the incidence of GP recorded anxiety, although it did not differentiate between sub-types of anxiety and included both symptoms and diagnoses combined. It found a combined recorded incidence of anxiety of 9.7/1000PYAR [12] which is lower than our combined incidence of anxiety diagnoses, symptoms, mixed anxiety and depression, panic attacks and panic disorder of 14.4/1000PYAR over the period 1998-2008. This study also interrogated a primary care database, but had different selection criteria and anxiety sub-types, a younger age-range (10-79years) and was limited to 2002-4 [12] . We have not found any other studies of trends in GP recorded incidence of anxiety, but found similar trends of rising incidence of symptoms and falling incidence of diagnoses over time in the recording of depression by GPs in UK primary care [13] . Studies of time trends using a repeated community survey design have found differing trends, for example in Sweden prevalence rates of self-reported anxiety have increased in younger people but remained stable in older people [20] and prevalence of common mental disorder and symptoms of 'worry' have remained relatively stable over successive waves of the British National Survey of Psychiatric Morbidity 1993-2007 [21] .
Our findings of an increased incidence of all types of anxiety reported in women are consistent with past community studies in screened populations [5, 9, 22, 23] , and are therefore unlikely to reflect a bias of GPs recording more anxiety in women than men. Community-based studies have shown similar patterns as regards age and anxiety disorders, with an increased incidence of panic disorder in the age range of 20-54 years of age, and an increased incidence of Generalised Anxiety Disorder in the slightly older age group of 30-54 years [9] . However, in the previous study of GP recorded anxiety episodes where all diagnostic groups were combined, there was an increased incidence in the younger age band of 20-29 years [12] . It is not clear why the recorded incidence of anxiety symptoms and anxiety diagnoses is higher in the middle aged to pre/early retirement years, while panic and depression [13] appears to be more common in younger age groups. This may reflect either differences in the way GPs identify or choose to define psychological problems at different life stages or true differences in underlying incidence. Underlying differences in incidence across age-groups for different types of common mental disorder may be related to changing stressors and responses to these across the life-course. Our incidence rates for GP recorded episodes of anxiety diagnoses were lower than incidence rates from screened populations in primary care waiting rooms, where the 6 month incidence of anxiety/panic was 5.5% [24] . We allowed for a 12 month gap between recorded incident episodes in our study, and this may have underestimated our incidence by excluding short-lived episodes that re-occurred within a year from onset. Our lower incidence rates may indicate that only a small proportion of people with anxiety and panic disorders seen in primary care have the problem identified and recorded in their health care record, which suggests either under detection or reluctance to disclose or document anxiety disorders in this setting. Previous work has suggested that few people with milder symptoms of anxiety, such as those with mixed anxiety and depressive disorder, seek help from their GP for these symptoms, although they are attending on a regular basis for other reasons [25] . Community incidence rates of anxiety disorders from screening using psychiatric diagnostic interviews in large population surveys are more similar to the incidence rates found in our study, although with different sub-groups included, for example varying from 11.1/1000PYAR including anxiety and mixed affective disorders [26] to 1.57% for anxiety disorders including panic, phobias and generalised anxiety [9] . In our study the incidence of GP recorded mixed anxiety and depression was low, and yet this was the largest group of common mental disorder identified in the UK National Psychiatric Morbidity survey, with a two-week prevalence as high as 9% [3] , suggesting that GPs either greatly underdiagnose this group or code milder mixed presentations of anxiety and depression in other ways, such as using codes for depression alone. There is some evidence from studies of referrals to psychological therapies in the UK that GPs tend to under-record anxiety as a presenting problem in the presence of depression [27, 28] . 
Strengths and Limitations
This is the first large nationally representative study which documents the trends in recording of anxiety diagnoses and symptoms in primary care over a 10 year period, including more than 360,000 incident episodes. Anxiety diagnoses recorded by GPs in the UK have been validated in previous work and show a high specificity for anxiety, where 121/135 (89.6%) of those with recorded diagnoses had confirmed diagnoses using questionnaires [12] . However, the sensitivity of GP recorded anxiety is unknown and may be much lower. There is also evidence from the USA for high levels of agreement between screening instruments (the PRIME-MD, Hamilton Anxiety Rating Scale A and the Panic Disorder Severity Scale), and primary care physician diagnoses for panic disorder and GAD, with agreement in 321/329 (98%) of participants [29] . In our study we included GAD within a broader 'anxiety diagnoses' group, as in the Read coding system codes for GAD are a subset of 'anxiety states' lower down in the hierarchical coding tree, and we were uncertain of the consistency with which they were separately identified. It is likely that, in addition to those with recorded anxiety, there are those with anxiety which was recognised and discussed with their GP, but not coded in their record. There is some previous evidence of under-detection of anxiety in primary care setting, which may be mis-diagnosed, for example when presenting as physical symptoms or in association with a depressive disorder. There is also likely to be a further population where the anxiety was not detected or help not actively sought [10, 11] . GPs may in some cases have chosen to record anxiety symptoms as non-coded free text alongside other symptoms or diagnoses, or have used other non-specific codes not included in this study, such as 'stress-related problem'. It may be that only those with more severe symptoms of anxiety are recorded in GP records. In this study to limit our analysis of smaller sub-groups, we did not include evaluation of phobias, obsessive-compulsive disorder and post-traumatic stress disorder, and further work would be recommended to consider socio-demographic trends in incidence of these disorders in primary care. This study reflects the current recognition and recording practices by clinicians in UK primary care for anxiety diagnoses/symptoms, panic attacks/ disorder and mixed anxiety and depression over time, and may not reflect the true incidence rates in this setting, which may be higher. More research is needed to clarify this. Our results are not generalisable to anxiety presenting to other settings, such as secondary care psychology or psychiatry. 
Implications
Recorded episodes of anxiety diagnoses, panic disorder and mixed anxiety and depression fell over time, whilst the recording of anxiety symptoms increased. This may reflect changes in the attitudes of GPs to recording psychiatric disorder or true changes in incidence over time.
Clinical databases are a rich potential source of data on mental health problems and psychiatric disorders, however researchers and policy makers should be aware that in the UK GPs use predominately non-specific or descriptive codes such as 'anxiety state' or 'anxiousness' in recording anxiety presentations and it is difficult to compare clinical practice using routinely collected data with findings from epidemiological surveys using standardised diagnostic instruments. Recorded incidence rates for anxiety are lower than in screened populations in this setting, and further work is needed to determine whether GPs are using other methods of recording, such as free text entries or coding presentations as depression when symptoms co-exist. We need to estimate the sensitivity of recorded anxiety diagnoses, and explore reasons why anxiety may be unrecognised in primary care, or acknowledged and discussed but not recorded. 
Supporting Information
